It is a well known axiom that the larger an organization becomes, the more rigid and formalized its hierarchical system must be if it is to avoid chaos. It is particularly important that a mental hospital remain flexible and personal in attitude and approach. Rigidity and formality can be injurious to mental patients who are suffering from disturbed interpersonal relationships because it is often a rigid and formal type of environment which has forced them into hospital. Staff becomes steeped in regimentation, narrow in views and resistant to change. Patients lose their identity as individuals, and little attention is paid to personal needs, desires and rights. In this atmosphere the original illness is compounded by "institutional psychosis", and the course of therapy is longer, less effective and sometimes deleterious.
In an attempt to eliminate these characteristics the Ontario Hospital, New Toronto, in October, 1959 , put into effect a bold plan which necessitated a re-organization of the entire hospital. The aim of this scheme was to administer to the patients more effective and concentrated treatment. This was to be accomplished through uniform and consistent treatment by groups of staff rather than by series of individuals. It was hoped that the team approach would lead to a faster discharge because of more concentrated treatment, and, in this way, the hospital could improve the processing of the increased number-of persons requiring psychiatric aid.
Prior to this time the hospital was organized in the traditional manner. The superintendent had absolute power and controlled the functioning of all depart-56 ments according to his policies. Authority was not delegated and everyone was directly responsible to him. This meant that he supervised not only patient care but also business administration, construction, maintenance, gardening etc. The hospital was divided into male and female services with a senior physician on each service and a series of junior physicians in charge of the various wards. The junior physicians were directly resnonsible to the superintendent and not to the senior physicians. Patients, on admission, were placed on a ward and assigned a physician, but the patient was not necessarily on his physician's ward. This resulted in a doctor's having patients scattered over three or four wards. When the patient was conferenced and diagnosed he was often placed on another ward, and the doctor on that ward would then be assigned to him. If he was transferred he would then be under the care of another physician. The absolute power of the superintendent undermined staff morale and initiative and the method of processing patients was obviously detrimental.
In order to remedy this situation the traditional centralized organization was replaced by a series of functionally autonomous units. The hospital was divided into five separate units; three male and two female, each serving approximately 250 patients. The physical structure of this hospital consists of a series of separate buildings which were grouped together to form the units. To each unit were assigned a medical director, who is a certified psychiatrist, a psychologist, social worker, occupational therapist, nursing or attendant staff and a secretary. The medical director is responsible to the superintedent, and the other professionals are responsible to their respective departmental directors and unit director. Staff members maintain their offices on the units and, with the exception of coffee break and the lunch hour, spend their entire working day there. To maintain unity of treatment and acquire a better knowledge of the patients, the professional staff are "frozen" or "stabilized" on each unit after a period of orientation, rather than 'being rotated every few months. Transfers are possible only under special circumstances.
On admission, patients are assigned to a unit on a rotation basis, regardless ·)f age or diagnosis. In this way the population of any given unit is not characterized by a particular kind of disorder. Each unit has its own admission ward and the medical director of each unit, in conjunction with his team, diagnoses, plans the course of therapy, sees that it is carried out and decides on probations and discharges. All treatment, with minor exceptions, is carried out on the unit. Re-admissions and returns from probation are sent back to their original unit. In this way, the units are accessible to the patient so he may come and go informally with a minimum of documentation. A copy of the clinical records is maintained on each unit as well as a copy in the central administration buildmg.
Therefore, the units are autonomous in that they are responsible for their own admission, treatment, probations, discharges and records. However, there are some services which are shared These include; operating room, E.E.G., chemical laboratories, dentist, pharmacist and hair-dresser. Business administration, which includes purchasing, payroll, some secretarial services etc. are located in the main administration building. The occupational therapy department maintains a separate building to which patients may be sent and has an occupational therapist on each unit as well.
The position of the hospital superintendent in this scheme is of interest. By an amendment to the Mental Hospitals Act he is now in a position to delegate authority to the five medical directors. This gives the unit director the authority to govern his unit in whatever manner he feels is best for the patients, but ultimate responsibility rests on the superintendent. Along with the usual administrative duties, the superintendent acts as a co-ordinator of all units, planning expansion and development and attacking the inevitable problems of financing expansion. He has the authority to influence individual unit policy but does not do so. In this way the role of the superintendent has changed under the unit system.
Underlying the initiation of the new system were several predisposing factors which made the change feasible and desirable. The education of the public and the resultant positive change in attitude made the public more aware of its responsibility to the mental patient. The increase in the number of hospital approved Boarding Homes attests to this change. Relatives and friends of patients are now more willing to accept them for trial visits and probations, and industries in the community are more willing to aid in rehabilitation.
Another factor was a general dissatisfaction with the old system. Many felt it was rigid and cold, lacking the personal staff-patient relationships which are essential for effective treatment. This condition was not a reflection on individual staff members but a product of the organizational structure required to cope with a hospital serving 1200 patients. Staff recognized that a change was in order.
A third factor was the appointment of a hospital superintendent who recognized the need for change and was willing, in spite of many difficulties, to undertake a constructive re-organization. His progressive views served to motivate the staff to work for and along with the autonomous unit system. For these reasons, the transition was accepted and welcomed. At the time the unit system was initiated there were four other major changes. A more permissive attitude resulted in an open-door policy in many parts of the hospital and an increase in the number of patients allowed ground privileges.
More attention was paid to individual interests and wants and a patients' council was organized to participate in the governing of the units. Social activities were expanded to include skating, bowling, movies and dancing. Outside volunteer groups also became more active. A second change was the influence of the new hospital superintendent. His enthusiasm and his dynamic approach to problems quickly spread throughout the hospital and he encouraged members of staff, at all levels, to suggest improvement and new methods and to become progressive and 'constructive in their attitudes. His influence cannot be measured quantitatively but it cannot be denied. Therefore, the influence of the present superintendent falls into two categories. First of all, he influenced the acceptance of the concept of the unit system. Then, when it was in operation, his liberal attitudes re-motivated the staff to realize their potentialities.
The third and fourth changes involve an increase in expenditures and an increase in staff. Because units were to be autonomous, duplication of much equipment was necessary. New office equipment was purchased for every unit, and structural changes in the cottages were made along with the installation of new and improved facilities. Crowded conditions were partially alleviated, better clothes were distributed, and diet was improved. Indeed, this series of alterations is analogous to several stages of a remotivation programme.
In order to fulfill staff requirements and expand existing services new staff had to be acquired. Table I shows the changes in staff from October 31, 1958, one year before the unit system Degan to October 31, 1960 , one year after the system had been in effect.
The lower staff-patient ratios mean that more individual attention can be given each patient. The large increase in psychologists and social workers means a smaller case-load and a better opportunity to work intensively with particular problems. The reason for the staff increases was not simply employment vacancies but, perhaps more im-portant, more attractive positions. Prospective staff appreciated the unit system and the resultant change in their professional role. This point will receive more attention in the third section of this paper.
To fully appreciate the unit system in this hospital it is necessary to consider it within the context of the other related changes. The next section of this paper describes a preliminary objective assessment of the effects of the unit system, and the third section consists of a consideration of some of the more subtle effects, not reflected in quantitative data, and some of the implications for the various professions.
Objective Assessment
Because the question of evaluating the efficiency of the unit system was not raised until one year after it had been in operation the opportunity for built-in methods of control in terms of evaluation was missed. Therefore, design is limited to an historical approach, i.e. looking back and observing, by means of hospital population movement, the changes that have occurred. Primarily, this is an intra-hospital investigation aimed at measuring the efficiency of this hospital only. Wherever possible, data have been compared with data from other Ontario Hospitals with the aim of revealing trends.
It is impossible to identify one single factor which is responsible for any changes that might be observed in the data. There have been four other important changes which occurred at the time the unit system was instituted. The new superintendent, a more permissive policy, increased staff and increased expenditures are factors intrinsically related to the unit system and it is not possible to partial out the effects of each. Therefore, it is more accurate to say that this evaluation is an investigation into the effects of the unit system plus the four other major factors.
The two time periods to be closely examined are the year previous to the unit system, i.e. November 1, 1958 to October 31, 1959 and  the first year of the operation of the unit system, November 1, 1959 to October 31, 1960 . For the purpose of convenience the former can be thought of as the control year and the latter the experimental year. In some cases data prior to these periods will be shown to point out that there were no major changes in population movement prior to the periods being considered. Data were taken from the Movement of Hospital Population Form 182 for this hospital, the Annual Reports of the Mental Health Division of the Department of Health of the Province of Ontario and the individual admission and discharge cards for patients in this hospital.
Of immediate interest is the relationship between the total number of hospital patients on the books and the number of in-residence patients. Figure I shows that the total number of patients on the books has been gradually increasing while the total in resident population has been decreasing. Examination of Figure I shows that this trend becomes pronounced in April, 1960, and the divergence increases consistently to the end of the experimental year. Figure II shows in resident population as a percentage of total population. Prior to this time the decreasing percentages have been slight. For October, 1955 the percentage was 83.7, for October, 1956, 84.1 and 78.9 for October, 1957. The corresponding changes in the number of patients in hospital approved homes and patients on the probation accounts for the decrease in the residence population. Figure III shows May, 1959, to be the beginning in the rise of probated patients with an increase in patients placed in approved homes beginning in January, 1960. Figure The average percentage of in-residence population as a percentage of total population in all Ontario Hospitals has dropped from 88.0 in 1950 to 81.6 in 1959. This hospital has experienced a similar trend, but of particular importance in this hospital's data is the sudden decrease from February, 1960 , to October, 1960 . Because no other changes have taken place other than those already mentioned, it can be said that the changes in data are due to the inauguaration of the unit system and the changes closely related to it. However, these figures are suggestive rather than absolute proof of increased efficiency because the time sample is too short. The data should reflect years of operation rather than months. The increased approved home population is probably due, more specifically, to the increase in the social service staff and its more efficient functioning under the present system. This above index of efficiency is important for several reasons. On a practical level, patients placed outside the hospital alleviate the within-hospital crowded conditions. More important is the fact that to be placed on probation or in an approved home a patient must have reached a minimal level of recovery; that more patients have reached this level reflects the increasing value of the treatments given them. In addition, for the patient it is important that he does not lose the ability to adjust to the demands of out-of-hospital living. The decreased probability of his becoming "institutionalized" makes eventual recovery that much easier. It is true that the number of patients placed in approved homes is partly a function of the number of approved homes available but the fact still remains that the hospital has a sufficient number of patients~ho are well enough to fill these homes as they become available. It is important to note that this hospital does not include, under the definition of "probation", patients on trial visits or short holiday leave. Time spent out of hospital not exceeding seven days is not considered as a probation. This fact must be kept in mind if a detailed comparison is made with other hospitals.
The rate of discharge is a widely accepted method of expressing the effectiveness of a hospital. For this hospital, the discharge rate, expressed in terms of discharges per 100 patients admitted, has increased considerably under the unit system. The rate for the control year was 61.4 and for the experimental year, 83.9. This represents an increase of 22.5 patients discharged per 100 admitted. It is possible to argue that the rate for the latter period is deceptive in that some patients discharged during that time were treated under the old system. This is true. However, when we consider the last half of the unit system year it is safe to assume that a greater number of dis- two month Intervals charges in this period will have been processed under the unit system. And in the last three months this number will be greater. The rates for the two smaller periods are 83.7 and 92.5, respectively. These figures are more accurate and reflect the substantial increase.
For the calendar years 1957 and 1958 the discharge rate for this hospital increased in the order of 7.8 and 8.5 respectively. For all Ont:rio Hospi~als the rates for the same periods were 68.9 and 73.9 and hospitals of approximately the same size* exhibited rate changes ranging from a decrease of 6.6 to an -"Ontario Hospitals. Kingston, London, Toronto, and Hamilton. increase of 12.5 with the highest rate being 80.1.
There appears, then, to be a general trend in the direction of increasing discharge rates in all Ontario Hospitals up to the end of 1958. Data for 1959 and 1960 were not available at the time of publication. The first year of the unit system in this hospital, which extends to October 31, 1960, shows a sharp increase above and beyond the yearly increases for this hospital and all other hospitals.
Future years will give a more accurate description and will show if this rate is maintained. Again, because no other changes are apparent it is possible to suggest that the increased rate of discharge is attributable .ro the unit system and concomitant 'changes.
However, a discharge rate is only as good as the corresponding re-admission rate. Unfortunately, it is too early to collect these data because a sufficient number of patients have not been admitted, treated, probated, discharged and given ample time to return, should return prove necessary. One small clue in the direction of answering the question of re-admissions lies in the number of patients who are returned from probation before their six-month period has expired. Table II shows the returns from probation as a percentage of the total placed on probation for four years. Figure II shows that the number of patients placed on probation has greatly increased. In spite of this increase the number of returns is almost the same as the previous year. In addition, there is a factor which swells the number of returns from probation. This hospital has recently adopted the policy of allowing patients out of hospital for two-week visits at the request of their families. These patients are placed on probation but it is fully recognized that they will return in the specified time and be classified as having returned from probation. These returns would not be a reflection of inadequate treatment because treatment has not yet been completed. . Therefore, if these returns were subtracted from those who returned because of failure to adjust, the resulting figure would be less. Unfortunately, this cannot be done because the medical records do not include the reason for probation.
The observation that returns from probation have not increased can be interpreted to mean that treatment under the unit system is at least as effective as treatment in previous years. At this time it is not possible to show that treatment is more effective by means of a lower re-admission rate because of the short interval being considered. Therefore, the discharge rate must be interpreted conservatively until all necessary information is made available.
The pattern of discharge, in terms of time spent in hospital before discharge or probation has changed slightly. The sample taken was the total number of patients who were admitted or re-admitted during the first two months of the periods under consideration and who were discharged or placed on probation before the end of the year to which they belong. Table III shows the information taken from the two groups.
Column two shows that given ten to twelve months in hospital a greater percentage of patients were discharged under the unit system. The average stay in hospital has decreased slightly but the importance of this decrease is difficult to assess. Time spent in hospital shows a change of pattern. Under the unit system almost one third of patients to be released within the given time were released within the first month of hospitalization as opposed to approximately 12 per cent in the control year. It is also interesting to note that those patients who were to be returned to the community were released within seven months. This is in keeping with the observation that if a patient is not dis-: charged within six or eight months he is likely to stay in hospital for a year or more. This high rate of discharge within the first month of hospitalization is attributable to the more concentrated attention given a patient under the unit system. Again a longer time period must be observed before more definite statements ·can be made. It would seem that two other factors would be relevant to this situation; the methods of admission and the effects of drugs. An analysis of the various methods of admission has shown only slight changes and the nature of the changes would not affect the average time spent. in hospital when a large number of cases are considered. The increased use of drugs has made an impact on the treatment and care of psychiatric patients. In some cases, the use of drugs has allowed a patient to return to his home much earlier than would have been possihle without the drug. However, an accurate systematic account of the consequences of various psychopharmacological agents, etc., complete with rigorous controls, measurement and analysis is beyond the scope of this study. At present, it is readily admitted that this factor is operative, but the extent of change from this source has not been evaluated. Drugs have been utilized years before the unit system was begun and while there has been an increase in their use under the present system, it is not believe~tl~at the increase would produce significant changes in the last year.
Because it is not possible to formulate conclusive statements regarding the efficiency of the unit system, it has not been considered practical to investigate other indices of change. The small number of patients that have been processed at the time of this writing precludes the use of a matched-group design method of investigation. As more patients are treated and discharged it will become possible to search for such things as differential effects of treatment under the unit system on various kinds of disorders of age levels. In five years a more thorough investigation will be possible to enlarge upon, clarify, substantiate, or disprove the suggestions put forward. At present, one is able to discern changes which may, in the future, become definite trends. The increasing divergence of total number of patients on hospital books and in residence population appears to be a favourable condition and coincides well with the initiation of the unit system. The high discharge rate is also desirable but cannot be adequately assessed without information on re-admissions and.length of stay out of hospital before re-admission. The stability of the number of returns from probation is suggestive but needs to be allied with further data. The changing patterns of~ime spent in hospital before discharge or probation is illuminating but needs to be substantiated by larger samples.
One may draw two general conclusions at this point. In terms of population movement, the autonomous unit system and related changes appear to be producing favourable results, but a definite statement cannot be made until further data are available. A corollary to this conclusion is that at least five years are required to muster conclusive evidence. The second conclusion is that the autonomous unit system cannot be assessed by itself but must be considered with the other changes necessary for its successful operation.
Summary
This paper presents a description and preliminary objective evaluation of a new method of hospital organization. Replacing the traditional centralized scheme of organization the unit system concept involves the division of this hospital into a series of functionally autonomous units with a complete treatment team on each unit. The aim of this scheme was to offer to the patient more concentrated and personal attention.
With an awareness of the weaknesses of the historical approach, hospital statistics for the first year of operation under the unit system were compared with those of the previous year. Increases were noted in; the number of patients placed in hospital approved boarding homes, the number of patients placed on probation, and in the discharge rate. A decrease was noted in the average length of stay in hospital before discharge.
It is recognized that changes in data reflect not only the effects of the unit system but also the effects of other variables operative at this time. The data presented are suggestive rather than conclusive evidence of the efficiency of the unit system.
Resume
Cet article presence une description et une evaluation objective preliminaire d'une nouvelle methode d'organisation hospitaliere. Au lieu du modele traditionnel de l'organisation centralisee, le concept du systeme unitaire comporte la division de cet hOpital en nne serie d'unites fonctionnellement autonomes, dotees d'equipes completes de traitement dans chaque unite. Le but de ce systeme est d'offrir au malade une attention plus concentree et plus personnelle.
Compte tenu des faiblesses du mode historique d'approche, la statistique hospitaliere, pour la premiere annee de fonctionnement sous le systeme unitaire, a ete comparee avec celle de l'annee anterieure. Des augmentations ont ete constatees dans le nombre des malades places dans des pensions approuvees par les autorites de l'hopital, dans le nombre des malades Iiberes a l'essai et dans le taux des exeats, On a remarque une diminution de la duree moyenne du sejour al'hOpital.
On reconnait que les modifications des donnees refletent non seulement les effets du systeme unitaire, mais aussi ceux des autres variables en cause actuellement. Les donnees presentees sont des indices plutot que des preuves concluantes de l'efficacite du systeme.
Part II -Subjective Impressions will be published in the May-June Issue-
